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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that residents are fully informed and understand their health status, care and treatments.

36395

Based on interview and record review the facility failed to obtain informed consent (voluntary agreement to 
accept treatment and/or procedures after receiving education regarding risks, benefits and alternatives 
offered) for one of two sampled residents (Resident 1) before starting Resident 1 on quetiapine fumarate 
(Seroquel: antipsychotic medication) 150 milligrams (mg., metric unit of measurement, used for medication 
dosage and/or amount).

This deficient practice resulted in Resident 1 being administered an antipsychotic without knowing the risks 
and benefits of taking the quetiapine fumarate and alternative treatment available.

Findings:

During a review of the Admission Record indicated the facility admitted Resident 1 on 11/1/23 with diagnoses 
including adjustment disorder with mixed anxiety and depressed mood and muscle weakness.

During a review of Resident 1 ' s Care Plan initiated on 11/2/23 indicated Resident 1 was taking an 
antipsychotic medication, Seroquel. The care plan goal indicated Resident 1 would be free from discomfort 
or adverse (negative) reactions related to antipsychotic medication use for three months. Interventions 
included for staff to explain risks and benefits of medication regimen to resident.

During a review of the Minimum Data Set (MDS, a resident assessment tool) dated 11/7/24 indicated 
Resident 1 was cognitively (ability to think, read, learn, remember, reason, express thoughts, and make 
decisions) intact. The MDS indicated Resident 1 was dependent (helper does all the effort) on facility staff for 
oral hygiene, toileting hygiene, shower/bathe self, upper/lower body dressing, putting on/off footwear, 
personal hygiene, and required moderate assistance (helper does less than half of the effort) with eating.

During a review of psychiatrist (medical practitioner that specialized in diagnosis and treatment of mental 
illness) telephone order dated, 12/6/24, at 3:01 p.m. indicated an order to give Resident 1 quetiapine 
fumarate tablet 150 milligrams, one tablet by mouth two times a day related to a personal history of other 
mental and behavioral disorders.

During a review of Resident 1 ' s Informed Consents: Risks and Benefits of Antipsychotic Medications, 
indicated the psychiatrist signed the informed consent on 12/5/24. However, the Resident 1 ' s signature was 
missing.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During a review of Resident 1 ' s Medication Administration Record (MAR, a daily documentation record 
used by licensed nurse to document medications and treatments given to a resident) for December 2024 
indicated Resident 1 was administered Seroquel 150 mg. the following dates:

12/6/24 - at 6 p.m.

12/7/24 - at 9 a.m. and 6 p.m.

12/8/24 - at 9 a.m. and 6 p.m.

12/9/24 -at 6 p.m.

12/10/24 - at 6 p.m.

12/11/24 - at 6 p.m.

During an interview on 12/19/24 at 9:12 a.m., Resident 1 stated he was given Seroquel and was informed 
that I have to take it, I think it is for mood. Resident 1 stated, I never signed a consent, nobody told me 
anything about the Seroquel.

During a concurrent interview and record review on 12/19/24 at 11:40 a.m., with the director of nursing 
(DON), Resident 1 ' s Informed Consents: Risks and Benefits of Antipsychotic Medications was reviewed. 
The DON confirmed Resident 1 ' s signature was missing. The DON stated consent should have been 
obtained from Resident 1 before starting the Seroquel.

During a review of the facility Policy and Procedures (P&P) titled Informed Consent - Psychotropic 
Medications revised on 5/24, indicated before initiating the administration of psychotherapeutic drugs or 
physical restraints, nursing staff shall verify that the resident ' s health record contains documentation that 
the resident had given informed consent to the proposed treatment or procedure.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated, 
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic 
medications are only used when the medication is necessary and PRN use is limited.

36395

Based on interview and record review the facility failed to provide indication and monitoring for adverse 
reaction when resident was started on psychotropic medication (any drug that affects behavior, mood, 
thoughts, or perception such as an antipsychotic) for one of two sampled residents (Resident 1), by failing to 
ensure:

1.The physician order for the Seroquel (antipsychotic medication) included the indication for the use of 
(reason why the medication is being ordered for the resident) and targeted behavior and manifestation.

2. Resident 1 was monitored for adverse (negative) reactions that included lethargy.

These deficient practices resulted in Resident 1 receiving Seroquel unnecessarily and had the potential for 
Resident 1 to have adverse effects from the Seroquel.

Findings:

During a review of the Admission Record indicated the facility admitted Resident 1 on 11/1/23 with diagnoses 
including adjustment disorder with mixed anxiety and depressed mood and muscle weakness.

During a review of Resident 1 ' s Care Plan initiated on 11/2/23 indicated Resident 1 was taking an 
antipsychotic medication, Seroquel. The care plan goal indicated Resident 1 would be free from discomfort 
or adverse (negative) reactions related to antipsychotic medication use for three months. Interventions 
included for staff to explain risks and benefits of medication regimen to resident.

During a review of the Minimum Data Set (MDS, a resident assessment tool) dated 11/7/24 indicated 
Resident 1 was cognitively (ability to think, read, learn, remember, reason, express thoughts, and make 
decisions) intact. The MDS indicated Resident 1 was dependent (helper does all the effort) on facility staff for 
oral hygiene, toileting hygiene, shower/bathe self, upper/lower body dressing, putting on/off footwear, 
personal hygiene, and required moderate assistance (helper does less than half of the effort) with eating.

During a review of psychiatrist (medical practitioner that specialized in diagnosis and treatment of mental 
illness) telephone order dated, 12/6/24, at 3:01 p.m. indicated an order to give Resident 1 quetiapine 
fumarate tablet 150 milligrams, one tablet by mouth two times a day related to a personal history of other 
mental and behavioral disorders.

During a review of the Informed Consents: Risks and Benefits of Antipsychotic Medications for Resident 1, 
indicated the psychiatrist signed the informed consent on 12/5/24. The section of the informed consent which 
indicated the diagnosis and the behavior for the medication ordered were blank.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During a concurrent interview and record review on 12/19/24 at 10:46 a.m., Resident 1 ' s physician order for 
Seroquel dated 12/6/24 and the Medication Administration Record (MAR, a daily documentation record used 
by licensed nurse to document medications and treatments given to a resident) for 12/24 was reviewed with 
licensed vocational nurse (LVN 1). LVN 1 stated he (LVN 1) obtained the Seroquel order from Resident 1 ' s 
psychiatrist on 12/6/24. LVN 1 stated the order for the Seroquel should have included the indication, 
diagnosis and why the psychiatrist started Resident 1 on Seroquel. LVN 1 stated Resident 1 should have 
been monitored for adverse reactions caused by the Seroquel and the monitoring had to be documented in 
the MAR. LVN 1 stated he was unable to find documented monitoring of Resident 1 for adverse effects of the 
Seroquel.

During an interview on 12/19/24 at 11:19 a.m., the director of nursing (DON) stated the physician did not 
indicate the reason why Resident 1 was started on Seroquel and the targeted behavior was missing from the 
order. The DON stated Resident 1 should have been monitored for adverse reactions of the Seroquel that 
could include lethargy (drowsiness).

During a review of the facility Policy and Procedures (P&P) titled Antipsychotic Medication Use revised on 
5/24, indicated residents will only receive antipsychotic medications when necessary to treat specific 
conditions for which they are indicated and effective. The same Policy indicated nursing staff shall monitor 
for and report any of the following side effects and adverse consequences of antipsychotic medications to 
the attending physician that included constipation, blurred vision, dry mouth, urinary retention, sedation, 
weight gain.

44055461

03/01/2025


